INTRODUCTION
Greater omentum is the greatest asset to the peritoneal cavity by virtue of its constabulary functions. However under rare circumstances it can be a cause for misdiagnosis and morbidity. Torsion of the omentum is an acute condition where in the greater omentum twists on its long axis to an extent which jeopardizes its vascularity. The condition was first described by Eitel in 1899. 1 Subsequent to his description approximately 250 cases have been described in literature.
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ETIOPATHOGENESIS
The condition is predominantly seen in males, especially in obese males. Right side of the omentum is more affected due to greater mobility as compared to the left side. 2, 3 Torsion can be of two types. Primary Torsion where there is no associated pathology. However various anatomical factors have been described which pre dispose to primary torsion. 2 These include accessory omentum, bifid omentum, irregular accumulation of omental fat in obese individuals, narrowed omental pedicle and occasionally redundancy of omental veins leading to kinking and twisting around the shorter and tense arteries.
Secondary torsion is more commonly associated with pre-existing pathologies. 3 These include cysts, tumors, foci of intraabdominal inflammation and post-surgical scarring at hernia sites. Secondary torsion is commonly associated with inguinal hernias. This is due to the dependent omentum being fixed in a twisted position and thereby unable to untwist.
Certain precipitating factors have been described. These include trauma to the abdomen, violent exercise and hyper peristalsis associated with increased passive movement of the omentum.
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NATURAL HISTORY
Omentum usually twists in a clockwise direction ( Figure  1 ). Venous return is impeded leading to severe congestion of the distal vessels. This causes severe edema and hemorrhagic extravasation. Hemorrhagic extravasation leads to accumulation of hemorrhagic serosanguinous fluid. The edema worsens leading to arterial compromise. 3 The final outcome is hemorrhagic infarction (Figure 2 ). 
CLINICAL FEATURES
The patient usually presents with sudden onset of severe right sided lower abdominal pain. There is no history of radiation of pain. Vomiting may be an accompaniment of this condition. Physical examination will reveal signs of peritoneal irritation. In a few cases spontaneous resolution of symptoms may be seen. Such patients may subsequently experience intermittent lower abdominal pain due the development of omental adhesions.
DIFFERENTIAL DIAGNOSIS
In adults, omental torsion closely mimics acute appendicitis, cholecystitis, caecal diverticulitis or even a perforated peptic ulcer. In female patients it closely mimics right sided salpingitis, torsion of an ovarian cyst and in rare circumstances even a right sided ectopic pregnancy. In children, Meckel's diverticulum and acute mesenteric adenitis may closely mimic omental torsion.
INVESTIGATIONS
Hematological investigations may not reveal any diagnostic features. Ultrasound can be of great help in providing a lead to the diagnosis. It will typically show a hyper echoic, non-compressible, intra-abdominal mass usually adherent to the anterior abdominal wall located in the umbilical region or adherent anterolaterally to the right half of the colon (Figure 3) . The main role of USG besides giving a clue to the diagnosis is to rule out other morbid causes of acute abdomen such as appendicitis, cholecystitis or acute adnexal lesions. 4 Contrast enhanced CT scan (CECT) is diagnostic. It typically shows diffuse streaking in a whirl like pattern of fibrous and fatty folds (Figure 4) . CECT has more sensitivity and specificity then USG. The mass is characteristically located between the anterior abdominal wall and the colon, best documented by CECT. 
TREATMENT
Surgery is the mainstay of treatment. A diagnostic laparoscopy can help in confirming the diagnosis. 6 If the mass is smaller in size, laparoscopic resection is a feasible option. However, if the mass is large in size, it is advisable to resect it by formal exploratory laparotomy. Great care needs to be exercised while separating the mass from the colon. 7, 8 The role of conservative treatment has been described. 9 However, it runs a risk of missing dangerous lesions such as acute appendicitis.
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CONCLUSION
The attending surgeon needs to be aware of this rare condition especially while postulating a differential diagnosis for acute right sided abdominal pain in obese individuals. USG may provide important clues to the diagnosis. CECT is diagnostic. Formal exploratory laparotomy is mainstay of the treatment and permits meticulous and careful dissection of the ischemic mass from the colon.
